EMERGENCY MEDICAL SERVICES FOR CHILDREN
The National Pediatric Trauma Registry (NPTR) has focused specifically on the trauma experience of children (Tepas et al., 1989). A multi-institutional shared database designed to compile and evaluate information on all aspects of pediatric trauma care, it began in 1985. By mid-1992 it had collected information on more than 36,000 children from 61 participating centers. These data are available to any participating investigator (with certain provisos concerning publication). For example, studies on use of helicopter transport, incidence of discharge disabilities and impairments, and referral patterns for trauma centers have all been conducted using this database, and pediatric-specific trauma score norms have been generated.
As valuable as trauma registries are in studying the nature and quality of trauma care, they capture data on only a limited portion of the children who suffer serious injury. As with discharge data, information on children who die outside the hospital is not incorporated into these files. Those children with traumatic injuries who are cared for in hospitals that do not maintain a trauma registry or contribute to a trauma system registry are also missed as arc children treated only in the ED. The absence of these cases from the data set makes comparing outcomes of care in a trauma system with outcomes in other hospitals impossible. Similarly, investigators cannot determine from the registry whether the children who were treated outside ihe trauma system were appropriately triagecl.
Findings from work based on the data in the two trauma registries mentioned above have not resolved a key issue in this field—namely, whether pedialric-spceific injury or severity scales are necessary or whether measures for adults (perhaps rewcighted or recalibrated in certain ways) will suffice. The discussion in Appendix 7A also touches on this controversy, and the material below about data validity reflects a similar debate about sever!ty-ol'-illness measures.
Generally, the committee believes that continued support for national or comprehensive regional databases of these sorts might facilitate progress in these areas, for instance by fostering the development and validation of objective outcome assessment measures (for death, disability, and quality-of-life domains) or the implementation of prospective clinical trials (e.g., on different methods for initial resuscitalive care). Expansion and refinement of demographic and epidemiologic data sets also may help provide ongoing statistical support for development and evaluation of regionalized systems of pediatric trauma care. Ideally, given the comparative lack of information on childhood illness, such databases might even be expanded to include pediatric medical emergencies.
Health Insurance' Claims and Administrative Data Sets
Claims data are increasingly used in research on variations in the use ofs of such findings. One study, for instance, determined that 24 percent of pediaLric injury deaths in an urban area were not seen in hospitals (Cooper et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
